Parenting behaviour strategies are an integral part of treatment of externalizing behaviour and other poor child outcomes linked to sub-optimal parenting methods; they are often used as a preventative measure with high-risk groups. Existing programmes are based on social learning theory and on research findings/commentary around the aetiological link between parenting and long-term negative outcomes. It is still the general consensus that adjusting parenting approaches in order to model positive, prosocial behaviour for the child are necessary to prevent or reverse antisocial behaviour in the child's later years over and above medication or child focused therapy. However, recent meta-analyses looking at the effectiveness of parent-led behaviour interventions to treat clinically significant externalizing behaviour (EB) including Oppositional Defiant Disorder (ODD), Conduct Disorder (CD) and Attention Deficit Hyperactive Disorder (ADHD), do not consistently show improvement in behaviour or parenting styles when using reporting sources other than the primary programme recipient (Daley et al, 2014; Sonuga-Barke et al, 2013) . This may be due to problems identifying what programme content and process methods are crucial to address different externalizing behaviour subgroups and/ or identifying factors at the individual level which would enable a programme to be more successful.
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Parenting programmes have been developed in high-income countries
However, the authors remind us that most parenting programmes have been developed in the West where the income levels are higher. They are often costly to train in and supervision for aspiring therapists is expected to take place, which adds to the cost. The trainee therapists are often expected to have at least professional child-care skills and for some programmes, at least, a foundation degree. Manuals are protected and often not freely available. These programmes are also written within a western culture setting and would not translate into middle-and low-income countries (MLIC) without adaptions.
Development of a preventative parenting programme for use in a South African Township
In this issue of the JCPP, Ward et al. (2019) explore the problems around design and implementation of behaviour interventions in the context of preventing child maltreatment. This intervention, the Sinovuyo Caring Family Programme, has been developed with the United Nation Sustainable Development Goal (SDG) in mind: to end all violence against children in MLICs. It also aims to prevent the development of conduct disorder in children with the possible outcome of violence and risky behaviour in youths. This goal of improving child and family health has been enabled in South Africa through the Programme for Lifelong Health (PLH) which is summarized on their excellent website: http://www.who.int/viole nce_injury_prevention/violence/child/plh/en This website describes the development of the programme with source research papers, and how they have adapted it after the initial pilot work in South Africa. They have now trialled the programme in ten other MLIC countries, for example the Philippines and Thailand. They have also made their manuals freely available for other researchers.
Parenting programmes in the UK
One of the interesting concepts in this paper is its use of a parent-led behaviour intervention for prevention, rather than waiting until treatment is required. When MT first started in clinical practice in the 1980s, she researched programmes that were encouraging positive parenting methods and increasing parent and child resiliency in the face of adversity (e.g. Albee & Gullotta, 1997) . This body of work was mainly based in North America led by grant funding from the NIMH, a central organization, and Universities to investigate the role of early intervention in areas of high deprivation and/or with families at increased risk. This led MT in the 1980s to run under-five clinics (within Child and Adolescent Mental Health Clinics) and run groups to train health visitors in behaviour strategies to use with their parents and children with early behaviour problems (Thompson, 2001) . Other programmes using parent-led strategies to treat EB, for example 'The Incredible Years Parenting Programme' and 'Helping the Non-compliant Child' were developed in the USA, but were presumably available to higher income families through self-funding or through University Clinics.
Meanwhile, at that time in the UK, the provision for parenting support and advice was not formalized. However, the infrastructure to identify those at risk was more universally available due to the role of health visitors in General Practitioner Surgeries throughout the NHS: community based trained nurses who visited all children at home at 10 weeks, 18 months and 3 years of age and could provide more intensive support/screening if required. Despite this, it was not until the late 1980s and early 1990s that parent-led interventions were more universally available in the UK. Despite the ability to diagnose those with EB conditions and close monitoring of factors associated with higher risk groups, the use of parent-led interventions in the UK is still mainly treatment based and, based on recent outcome data, does not result in prevention of long-term sequelae for children and families. This is partly because the role of health visitors has changed with their role moving to work with child prevention and support for families where there has been abuse; and the shutting of the 'Sure Starts' centres (centres run by professional staff for parents with young children, often with the availability of parenting programmes) with the removal of government funding. The family Nurse Partnership Programme targeting young mothers has been successful, but now the practitioners work only with mothers and their children till they are two years of age. Child Mental Health Services in the UK now rarely see children under five.
In South Africa: the development of the new programme
The provision for parenting interventions in South Africa is virtually nonexistent for all families. However, this may have given this country and this research group the chance to develop a programme from scratch using an existing evidence base to choose which processes should be used, when and with whom. This would enable change in the child and family early on without waiting for the impact of negative parenting practices and coercive cycles of behaviour adding to the family dynamics.
The authors wanted to target a high-risk group of parents in the urban townships of Cape Town, townships which were known for deprivation, unemployment, violence both within families and the community, a high incidence of illness including AIDS and children being brought up by caretakers other than their biological parents. The authors' premise was that parents in this South African cohort are often at a loss as to how to deal with conflict in their child and may use the parenting methods they remember from their childhood or those they see around them, which often involved physical punishment.
The group went through the essential steps of developing a behaviour intervention; integrating ideas and strategies from evidence-based programmes; discussion with parents though individual interviews and focus groups; and interviews with professionals working in the townships. Questions such as: what problems they were experiencing in their lives; what they would like to learn about and what would be the best way of delivering this information and engaging parents, were explored (Lachman et al., 2016) .
Several principles were adopted in developing the programme.
The material to be used was based on a metaanalysis of results from programmes that were more likely to be effective than others in the EB treatment literature, and good clinical practice.
The programme was to be adapted from one that has been subject to an RCT or evaluation in the country of origin or developed from those that have a good evidence base.
It was important that the original developers (of the programme[s]) from which this programme was adapted or based) should be part of the development team.
The views of the parents and local professionals
should be sought as to what would work best in their culture. Games, stories, metaphors and strategies used to facilitate understanding and change should be culturally sensitive.
The programme had to be written in simple language with cartoons and line drawings and African stories to illustrate ideas. (It was too difficult to view videos in townships).
It was particularly important that developers
should have a good understanding of the culture within which they would work.
The manuals and questionnaires were translated and back translated into isiXhosa the language of the township.
The programme had to be delivered with fidelity to the new manual.
The therapists should be trained in collaborative techniques to encourage good engagement by the parents. Ward et al. (2019) appear to have gone through a very thorough process to produce a programme that, from the results, appears to engage parents and maintain their engagement, is feasible to deliver in a complex culture and target a population with high needs. The results are promising.
Is there a value in developing new programmes?
However, the strategies and processes used are common to most parenting programmes: it is the identification and addressing of parents' needs and behaviour attributions and the cultural sensitivity of the facilitators that ultimately appears unique.
This raises the question around the advantages and disadvantages of starting anew with programme development. It may be worth considering for the future whether all programmes involving altering parenting practices to achieve reduction in negative child behaviour outcomes are using the same change processes in the same way. Some components included in this programme such as 'specifically labelled praise', or 'ignoring negative behaviour', are straightforward and can probably be defined, contextualized and change put into practice in all countries, cultures and languages. However, concepts such as 'emotional communication' may be handled differently across different programmes and within the therapist delivery of the same programme in the same repeated context.
If we could start to identify the common features between programmes and recognize these as being nonprogramme specific, we can potentially explore two things: First what elements of parent-led behaviour interventions are effective for certain subgroups of parents and children and second what changes and additions need to be made for adaptions to different individuals, cultures and language/delivery differences. Looking at the additional development papers supporting the Sinovuyo programme (PLH), this was done here in a very systematic way based on work already carried out by groups in the area. This type of work may encourage a common method for future parent-led trials to define, measure and analyse the potential moderating effect of different sub-strategies within our programmes (Chorpita et al., 2005; Kaminski, Valle, Filene & Boyle, 2008) .
Due to this particular cultural and socioeconomic setting, the work this group has carried out, has gone above and beyond provision of parent-led behaviour change. Meta-analyses of parent-led behaviour interventions for EB RCTs in HIC have shown that programmes with multiple components or those that have been adapted from the core manual, often show lower effects sizes for behaviour change in the child. However, anecdotally, those involved with delivering programmes know that some issues need to be addressed in the individual family before they can have the motivation and drive to engage with standard programme strategies. In the UK, this might be elements like addressing sleep problems in the child or issues around parental support and organization. The complexity of life events, with which this group of parents in South Africa deal day to day are huge: The Sinovuyo programme included supplementary content and strategies around items, for example: learning how to communicate with their children about sensitive topics such as HIV/AIDS and bereavement and using parent-child involvement in daily chores and routines to provide opportunities for modelling strategies that normally would be used in 'child-led play'. This latter strategy was added because parents have a high time-burden in these communities taken up by household 'chores' and so their time for set play sessions was limited. They also added a mindfulness component to help the parents feel less stressed about their lives before taking on new ideas. Thompson et al (2017) address these issues in a paper outlining the adaption of a programme for parents with a child with ADHD to other countries including Japan, Denmark, Hong Kong and China. They also looked at the cultural expectations for children in their households for respect for elders and the community. In Japan, for example they added an initial five session group for the mothers to help them bond, trust the therapists and discuss their initial attributions of shame and guilt as to having a child with ADHD.
The exciting thing about this programme by Ward et al. (2019) is that the elements included as strategies/processes of change are very similar to those highlighted as effective in existing programmes used in HIC [see Figure 1 (Lachman et al, 2016) diagram below]. This is encouraging to our understanding of programme effectiveness at the individual level. Ward et al. (2019) mention that they provided weekly supervision and that video tapes of group delivery were used in that supervision to standardize delivery, address implementation problems and communicate treatment fidelity as intended by the creators of the programme. They also indicated that analysis of the videos to back up checklist self-reported delivery of the content by therapists would be an important next step.
Standardization of what generic and programme specific methods should be used by a therapist during programme delivery is another area that could be explored by all parent-led interventions groups along with standardization of parenting strategies as mentioned above. For examples, see the use of the Leader Observation Tool by the Incredible Years Group (Eames et al, (2008) The final interesting finding in the paper by Ward et al is that the control group, a delayed-treatment arm which received the intervention after the 1year follow-up, improved in many of the included outcome measures. One potential reason for this from the authors' standpoint was that the control group and treatment group lived in very close proximately both physically and in terms of interacting and modelling off each other. Contamination may happen. During their focus group work, it was also noted that the parenting role for a child was often shared out between local care giving role-players. Thus, treating one set of families may have directly influenced others in terms of improving their ability to use positive strategies and lowered the amount of negative parenting strategies used.
The control group also knew they would get the programme later. This possibly meant that they were aware that their parenting might be looked at and accordingly might have changed some of their parenting practices in anticipation of the intervention.
Although a big advantage in terms of population change, this has issues for methodology and a cluster approach using two townships could be used in the future. Current alternatives to traditional randomized controlled trials such as naturalized trials or pragmatic trials could be considered; the value of delivery with outcome measures as proof of intervention at the service level is also useful.
Overall the process with which the Ward group have developed the programme together and managed to demonstrate adequate feasibility, acceptance and initial effectiveness, is a model piece of work. The group highlight the role and efficacy of standard behaviour change strategies and have applied these to a novel outcome in a culturally diverse and challenging environment. Issues around funding, identifying samples/suitable recipients and embedding a programme into a culture and service long term are also discussed and reflect similar challenges in HIC also.
